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(Physical, Occupational, Speech Therapy)

RECIPIENT INFORMATION
0 @ @ 3 :
RECIPIENT M A 1234567898 l 29
LAST NAME FIRST NAME MIODLE INITIAL MEDICAL ASSISTANCE 'O NUMBER “2E
PROVIDER INFORMATION
® ©)
I1.M. PERFORMING,P.T. 87654321 (XXX ) XX - XXXxX
THERAPSTS NAME A PETS MEOCALASSSTARGE—— — THERAPISTS TELEPRONE NONBER
AND CREDENTWALS PAOVIDER NUMBER

I.M. REFERRING

REFERRING/PRESCRIBING
PHYSICIAN'S NAME

A. XJ Physical Therapy SOI O Occupational Therapy SOI 0 Speech Therapy SOI

8. Provide a description of the recipient’s diagnosis and problems.
indicate the functional regression which has occurred and the potential to reachieve the previous skill.

PT FX'D PELVIS ON 6-18-87. HAD BEEN AMB C CANE C GUARDED TO MIN ASSIST (
1 ON THE UNIT. WAS TRANSFERRING C STANDBY ASSIST ONLY. _NO 7PAIN.
THERAPY INITIATED 6-25-87. PT REQUIRES MAX ASSIST OF 1 C WALKER TO AMB.
TRANSFERS REQUIRE MAX OF 1. 7 PAIN IS CONSTANT T ANY MOVEMENT.

EXPECT PT TO RETURN TO PREVIOUS AMB/TRANSFER STATUS AND TO BE MAINTAINED

BY RESTORATIVE NURSING.
C. Attach a copy of the recipient's Therapy Plan of Care, including a cument evaluation.

D. What is the anticipated end date of the spell of iliness. MM/DD/YY

E. Supply the physician’s dated signature on either the Therapy Plan ot Care or the Physician's Order Sheet.

THE PROVISION OF SERVICES WHICH ARE GREATER THAN OR SIGNIFICANTLY OIFFERENT FROM
THOSE AUTHORIZED MAY RESULT IN NON-PAYMENT OF THE BILLING CLAIM(S).

£ 0 YN, IQ}% MM/DD/YY
Signature of Prescnding Oate

(A copy of the Phynician's Order Sheet is accepiabie)

o ol I Lefopus o0/ Y

Signatira o Therablst Proviaing Treatrint / EvAis 4 7204/




